The author discusses some aspects of suicidal and presuicidal states, in particular the psychodynamics of suicide and suicide attempts. The focus is on the internal dynamics of the suicidal client and the nature of the therapeutic relationship. The author draws on the work of Donald Campbell and Glen Gabbard and on the film The Bridge (Steel, 2006) as well as on his own clinical/ supervisory experience and formulations while acknowledging that what is described here does not apply to all suicidal clients. ______
In this article I hope to contribute to our understanding of the internal world of individuals who experience suicidal ideation. While I will not examine suicide risk factors, I will address some of the dynamics of the suicidal client and the nature of the therapeutic relationship with such individuals.
I begin this exploration of suicidal and presuicidal states with these questions: Who wants to kill whom? Who is expected to survive the violence? What is the nature of the suicide fantasy? Who or what am I in the transferencecountertransference matrix? These questions have evolved from my supervisory work, my reading about the subject, and my clinical practice, in which I have worked with several people who have had, to varying degrees, suicidal ideation. As a transactional analyst, I have been curious about which part of the person wants to kill which other part. From a more theoretical point of view, which ego state wishes to kill which ego state? In what follows, I present my clinical experience and formulations. I also acknowledge that what I describe, and how I make sense of my experience, does not apply to all suicidal clients.
I was surprised to read recently that in the United States today, suicide is far more common than homicide, with someone taking his or her own life every 18 minutes. I recently watched a film entitled The Bridge (Steel, 2006) ; it records the death by suicide of 23 of the 24 people who jumped from the Golden Gate Bridge in San Francisco in 2004. They included 18 men and 6 women. I found the film moving and thought provoking; it both horrified and entranced me.
In the film we meet a young man named Kevin, who survived jumping when he was 18, in the year 2000. Kevin describes making his way to the Golden Gate Bridge, where he had intended to kill himself. That morning he had left home, acting as if he was going to school. He had kissed his father good-bye, thinking to himself, "He'll never see me again." When he arrived on the bridge, having stopped off for something to eat, he stood there for 40 minutes crying. People passed him by and nobody said anything to him. A tourist approached, handed him a camera, and asked him to take a picture. He took it and afterward said, "Have a nice day." He then looked around and said to himself, "Fuck it, nobody cares." At that point Kevin hurdled over the railing, falling head first. He did not want anyone to stop him; he was determined to die. But the moment he let go of the safety rail, he thought, "I don't want to die. What am I going to do?" It takes 4 seconds to reach the water 225 feet below. In that time Kevin decided to try and enter the water feet first, thinking that maybe he would survive. He did, damaging several vertebrae in his back. All those who have survived the jump have entered the water that way.
Presuicidal States
When faced with a depressed and suicidal client, I might ask myself, "Why does this person want to kill himself or herself, what is he or she wrestling with, what is it that has triggered the process, and how might the therapeutic relationship have contributed to that?" Suicide, as a solution to a problem, emerges out of a difficult and desperate struggle. In trying to understand what may be going on in the mind of someone who thinks of killing himself or herself, we could start by examining melancholia, because many of those who kill themselves are suffering with depression. In melancholia, hate is directed toward the self (Campbell, 1999) . Freud (as cited in Campbell, 1999, p. 75) observed that in melancholia, after a loss or a "real slight or disappointment" coming from a person for whom there are strong ambivalent feelings, the hate originally felt toward the other may be directed toward a part of the self now identified with that person.
In suicide, the body is often treated as an object, a separate bad object to which the hate is directed. Freud (1917 Freud ( /1957 suggested that the ego can kill itself only if it can treat itself as an object. Campbell (1999) suggests that with his clients, it is the "body that is treated as an object and concretely identified with the lost loved and hated person" (p. 76). He indicates that at the point of attempting suicide, these individuals experience their body as separate. This seems to consist of a dissociated state wherein the body is disconnected from the self. Campbell (1999) proposes that in the presuicidal state the person is influenced, in varying degrees, by a suicide fantasy, which may or may not become conscious and that distorts reality (p. 76). Dr. Lanny Breman, the executive director of the American Association of Suicidology, states that "suicidal people have transformation fantasies and are prone to magical thinking, like children and psychotics." He goes on to say that those who jump "are drawn to the Golden Gate because they believe it's a gateway to another place." He further adds, "They think that life will slow down in those final seconds, and then they'll hit the water cleanly, like a high diver" (as cited in Friend, 2003, p. 7) .
The Fantasy
A summary of Campbell's (1999, pp. 76-77 ) description of the presuicide fantasy, which is based on the person's relationship to his or her body and primary objects, offers the following:
• The client expects his or her body to die.
• The person also imagines another part of him or her will continue to live in a conscious body-less state, otherwise unaffected by the death of the body.
• Killing the body is a means to an end. The end is the pleasurable survival of an essential part of the self, which will survive in another dimension.
• The body is identified with a mothering object that is dangerous and untrustworthy. Although fantasies vary from individual to individual, the essence is a wish for the "surviving self" to merge with an idealized maternal imago.
The fantasy reflects a primitive frame of mind that is using the primary defenses of projective identification, denial, and splitting. We cannot expect the client to be conscious of the fantasies. They are often unconscious and consist of early primitive ego state relational units (Little, 2006a) . The fantasy may be identified through the transference-countertransference matrix and through dreams. In some cases, the client may be aware of the fantasy but does not feel the need to expose the fantasy to the therapist. As Lemma (1996) pointed out, it is important to unravel the fantasies of these clients as a key to understanding their motivations to kill themselves.
People travel from all over the United States to kill themselves by jumping from the Golden Gate Bridge. We could wonder what the significance of the bridge is in the imaginations of North Americans and the significance it plays in their fantasies. As Dr. Lanny Breman (as cited in Friend, 2003) says, it may be seen as a gateway to somewhere else. In 1977, a religious minister, quoted in the same article, speaking on the bridge to his followers, described the bridge as a "threshold that presides over the end of the continent and a gangway to the void beyond" (p. 4). In addition, we could wonder about the significance of jumping into the water as part of the suicide fantasy. Water may signify mother, but jumping may also express a desire to find out what is at the bottom of the abyss. In addition, I am reminded of the significance of water in the Judeo-Christian traditions by a colleague, Robin Walford (personal communication, 13 November, 2008), who pointed out that "water is of great significance in passing from the old, painful, sinful life into a new, free, life-enhancing existence," thus representing a move from darkness into light through baptism by water.
Suicidal fantasies vary and may include the wish to take revenge on someone. The client may be thinking to himself or herself, "I'll show them." Schachter (1999) , elaborating on the presuicide state, commented that suicide phantasies are psychotic. I think this is what Campbell means when he talks about the fantasy distorting reality. Schachter suggested that "the self that is envisaged as surviving is an ideal self in a fusional relationship with an idealised mother, a phantasy of eternal peace with no frustration or pain" (p. 148). This is reminiscent of Guntrip's (1968 Guntrip's ( /1992 ) notion of schizoid withdrawal and retreat to the womb. Schachter continued by proposing that "the unconscious scenario also expresses a primitive Oedipal phantasy in which the mother of infancy is possessed completely and the father is excluded totally" (p. 148). She suggested that this scenario is "predicated upon the failed negotiation of separateness from the primary objects [and that] suicide as a solution may be seen as failed mourning of the infantile relationship with mother, which leads to a profound sense of emptiness and despair" (p. 148).
Intermittently, throughout The Bridge (Steel, 2006) , the cameras follow a tall man with long black hair. He walks from one end of the bridge to the other end and then returns to the middle. He moves in fits and starts and then lifts himself onto the rail between the walkway and the water below. He sits there for a few moments facing the traffic. He then stands up and falls backward to his death. This man, Gene, was described by friends as having been overly dramatic. They reported that he would often say things like, "Just kill me." He would say it so often that friends tried to ignore him. A friend of his mother, Caroline, spoke of Gene as "not of this world. He was born an old man." She described Gene and his mother as depending on each other: "Just the two of them." It appears to have been a symbiotic relationship.
According to Caroline, everything about Gene was black. His room was painted black and he wore black. Caroline suggested that Gene's choice was made years before. She saw him as having become increasingly alienated. He had watched his mother's nonparticipation in her battle with cancer. He had previously told her that he wanted to kill himself. His mother had responded by saying, "'I didn't invest a lifetime in you to have you kill yourself and walk away. You don't have a right to do that while I am still alive." After his mother died, Gene told Caroline, "Now I can finally end it all."
Gene may have killed himself to spite his mother. Caroline's view was that "only love, and feeling loved and in love, was going to save Gene." She wondered whether Gene's mother chose to have him because she too was depressed and knew that she could keep herself "here" and functional if she had a commitment. She wondered if Gene perceived this situation at a young age and wondered whether it had colored his needs, that is, having had someone depend on him.
A relationship Gene had apparently been pursuing was falling apart, and he was convinced by a friend to return to California from St. Louis, where he had been living. His friend said, "He was chasing a certain magical wonderland to make all his problems go away. Making excuses why he couldn't make it happen here. Expecting to find it somewhere else. Something he wanted so bad."
Although we do not know for certain what was going on in Gene's mind before he killed himself, it does appear from what friends said that he was probably tied into an unhealthy symbiotic relationship with his mother that served a survival function for her. There was no one to intervene in the pathological relationship between mother and child who could have helped Gene emerge and individuate. This symbiotic relatedness, which consisted of an adult depending on a child, probably inhibited him in addressing his needs. The "magical wonderland" that he was probably chasing sounds as if it had echoes of a blissful state he sought with an idealized mothering figure.
The Precursor
The process that leads to the presuicidal state often begins with the infant's experience of struggling with being separate in a relationship with a mothering figure who is experienced as dangerous (Campbell, 1999) and who cannot be controlled. This struggle may be too painful to bear. To avoid the pain, disappointment, and frustration of the struggle, the infant withdraws. Campbell further proposes that this withdrawal is accompanied by a fantasy that consists of a desire to merge with an idealized mothering figure who will meet all the infant's needs. This process represents a narcissistic withdrawal, which, in effect, is a retreat from reality and a regression to a hoped-for blissful state. This is imagined to resolve the conflict.
The "intense need for the mother amounts to a wish to merge with her" (Glasser, 1979, p. 286) . Campbell (1999) reports that for his patients, this desire to merge also activates the anxiety that they will be engulfed by the mothering figure if they succeed. Merging then becomes equated with the loss of self. This is tantamount to the fear of the loss of a separate existence as an individual and the terror of annihilation. The idealized mothering figure is thus both longed for and feared. The anxiety may include the fear of being abandoned to starve if they are unsuccessful in merging with the object (Glasser, 1979) .
According to Glasser (1979) , this fear of annihilation represents a serious threat to psychic homeostasis [and] will provoke an intense aggressive reaction on the part of the ego aimed at the preservation of the self and the destruction of the mother. Such a destruction, however, would bring about a condition of complete absence of the mother-[that is,] abandonment; in this way aggression adds to the "abandonment" anxiety consequent on withdrawal from the mother. (p. 286) Glasser (1979) described this process as the "core complex" (pp. 286-287) and said that it represents the tension between the need for the mothering figure and the simultaneous rage and murderousness toward her. He further suggested that the ego may use the defenses of splitting, denial, and somatic displacement to deal with the anxiety. Glasser (1979) went on to say that in an attempt to resolve this struggle, and "having only primitive mechanisms at its disposal, the ego may split its affective impulses towards the mother, attempting to deal with the aggressive component by denial" (pp. 286-287). However, he suggested a further solution that may have a bearing on the aforementioned psychodynamics of the suicidal state.
[Another] way in which the ego attempts to deal with the aggression is to split the internal representation of the object, so that it retains the loving relationship with one part of the object and is aggressive to the other part. In this early period the only direction in which the ego can displace the split-off aggression is onto the self and frequently this is done onto the individual's own body. (pp. 286-287) This process has echoes of the earlier developmental split between the idealized good object and the feared persecutory object.
A manifestation of this process can be seen in a client who felt disappointed with his therapist, who was unavailable due to holidays. While the therapist was away, the client felt distressed, anxious, and alone. It was a difficult time in their work for the therapist to be on holiday. On reexamining his feelings later, it became apparent that the client was furious but did not feel entitled to be angry with his therapist, so he withdrew into a narcissistic state and thought of hanging himself. It was probably the therapist toward whom the client felt murderous. He had relocated the therapist/object in his body and then wanted to kill himself. The client and the therapist had already been examining the desired blissful state that the client sought. It consisted of a perfect world of beautiful things and no people, one free from hate, aggression, and nastiness. As he thought of suicide and looked at where he would tie the rope, the client seemed to shock himself out of the narcissistic state sufficiently to phone the doctor and make an appointment the next day to talk about his depression. When he met with his therapist after the break, she felt shocked and wondered what she had missed. They both reengaged in an active exploration of what was happening.
The suicidal fantasy represents a solution to a conflict that results from the wish to merge with the mothering object, on the one hand, and the primitive anxieties about annihilation of the self, on the other. Through splitting and by projecting and locating the hated, engulfing, or abandoning primal mothering object in the client's own body and then killing it, the fantasy is that the surviving self can merge with the split-off idealized mothering object and experience the desired blissful state (Campbell, 1999) .
Closing Escape Hatches
In the film The Bridge (Steel, 2006) , Kevin describes how the night before he jumped, he and his father, who was worried about him and his state of mind, had a talk. His father confronted Kevin to get him to make a commitment to live, stating that he owed it to his family. Kevin verbally acceded, but inside he knew that he was lying to his father.
Kevin states that the idea of suicide had been with him for a long time. The thought that he would commit the act, as he saw it, first occurred to him about a year before he jumped. At that time, he had cut his wrist, presumably in an attempt to kill himself.
As a young teenager, his father said Kevin had extreme mood swings, either very high or very low. He also had had hallucinations. Since jumping, Kevin has had three serious bouts of psychiatric illness. He suffers from a bipolar condition. The implication is that Kevin tried to kill himself while suffering from depression and psychosis.
If the therapist approaches a suicidal client with an invitation to close the person's escape hatch, and the client agrees to it, and if the therapist then thinks that the matter has been dealt with and is now resolved, she or he needs to bear in mind that leaving the matter there may replicate countertransferentially a transference drama. Campbell (1999) points out that "a person's promise [as in Kevin's case], and conscious resolve not to kill themselves, or even a strong feeling that suicide is no longer an option, does not put them beyond the risk of another attempt on their life" (p. 76). Lemma (1996) pointed out that the use of "no-suicide contracts" is controversial, and there has not been much research into their effectiveness. She went on to point out that their use may have more to do with reducing the therapist's anxiety than anything else (p. 100).
Closing escape hatches (Holloway, 1973 ) will address the need for "social control" (Berne, 1961, p. 3) of self-destructive behaviors through a no-suicide contract (Goulding & Goulding, 1979) . The next phase-deconfusion of the Child ego state (Woollams & Brown, 1979) is essential to enable working through the various struggles involved. The client may make an agreement with the therapist not to kill himself or herself, and both the client and the therapist may believe what the client has said, especially if the client appears congruent in what he or she is saying. However, if there is a profound internal split or dissociation, such individuals may believe what they are saying in one side of the split, while in the other side the psychotic mind may be thinking, "Wait and see." In the case of dissociation, the other side may not even know of the agreement. It is important when working with suicidal clients to undertake deconfusion work, to examine the intrapsychic processes and fantasies, and to analyze the therapeutic dyad, which may represent a transference enactment.
In brief, closing escape hatches does not mean that the client will not commit suicide, and it might mean that he or she will not bring to therapy the suicidal ideation that the therapist needs to address. If the therapist is using escape hatch closure, the client needs the therapist to follow up by addressing the intrapsychic and interpersonal struggles that are involved.
Countertransference and the Presuicidal State
Campbell (1999) suggests that an essential component of the presuicidal state is the client's attempt to involve the therapist in an active way in the suicide scenario. The client, having struggled for some time with the therapist, may achieve this by manifesting a sense that there is nothing to be concerned about. The client exhibits a feeling of being at peace, which creates a sense of confidence in the therapist that all is well. The client no longer communicates or manifests depressive affects, anxieties, and conflicts. Campbell describes this as a "narcissistic withdrawal [and disconnection from others that] cuts the therapist off from moods and behaviour which would normally elicit an empathic response of alarm or worry [and the client's withdrawal] may result in the . . . loss of subjective emotional concern for the patient" (p. 80) by the therapist. In this way, the therapist is induced into the drama of the suicide scenario.
The therapist is now drawn into the fantasy with the client, which represents a disconnection from reality. This process may also repeat the client's early history. Countertransferentially, the therapist may even feel relieved that the crisis is over. Campbell (1999) suggests that in the history of many suicidal clients-and this certainly reflects my clinical experience-the father, as part of the pathological scenario, failed to intervene in the mother-infant relationship. In contrast, a good-enough preoedipal father holds the infant and the mother in mind and is traditionally seen as helping the mother and infant separate.
With suicidal clients, the father has often abandoned the infant, or withdrawn, leaving the infant to a smothering or dangerous mother. This is shown in Gene's case: His father was absent, leaving Gene to deal with his depressive mother. Countertransference with a suicidal client may involve not being vigilant and, consequently, reenacting the earlier pathological situation. Doing so means abandoning the client to his or her internal world and the pathological object. A client's suicidal attempt may shock the therapist out of his or her "narcissistic bubble" (Little, 2006b ) and into necessary vigilance.
Case Example. Catherine had eventually made an agreement not to kill herself. She and her therapist had been wrestling with the process for some weeks. The therapist had become anxious at this time. She was concerned about what her supervisor might say if she did not manage to get Catherine to make an agreement. In addition, she felt under pressure and was worried about what her colleagues might say and think if her client were to kill herself. She felt embarrassed at the thought that her colleagues might find out that the client had not closed the escape hatch and had subsequently killed herself. When Catherine finally agreed to make a commitment to live and not kill herself, the therapist understandably felt some relief.
As a child, Catherine was physically abused by her mother, who could be sadistic. When Catherine was an infant, her family moved to a new city, and her mother probably felt acutely isolated. They were a relatively affluent family and employed a child minder. On one occasion, Catherine was taken to the hospital with a susected fracture to her arm. When her father came home that evening, Catherine's mother told him about the injury and said it occurred while their daughter was with the child minder. The father took up the issue with the child minder, who naturally denied being responsible and stated that Catherine was alright when she left her with her mother. Nevertheless, the father fired the child minder and then acted as if the matter was over. Catherine's medical records suggest that this was not the only injury she received as a child. It was likely that Catherine's father knew that it was probably Catherine's mother who had injured her, but he never seemed to confront his wife about her treatment of Catherine. As a teenager, Catherine began to act out some of her hate and nearly died from a suicide attempt.
From a psychodynamic perspective, the father did not intervene between the mother/bad object and Catherine, leaving them together. If her therapist relaxes and does not explore this process further and work with Catherine's suicidal fantasies and intrapsychic structure, then she may be reenacting the nonresponsive father role of the original triangle. Father did not confront mother and left Catherine with her, and the therapist leaves Catherine with her sadistic bad internal object and her murderous hate of it, which may be expressed again through a further suicide attempt.
The technique of interpretation represents a paternal function of separation and is aimed at helping the client separate from the symbiotic mother or, putting it another way, helping the self separate from the object.
To summarize, the self hates the bad mothering object, which it wants to kill, thus enabling it to merge with the idealized mothering object. This is a psychotic fantasy in which the self is thought to survive without the body/object. In the therapeutic dyad, the therapist can often be drawn into the role of a father figure who abandons the infant to a pathological mother-infant relationship. This process represents a regression from a conflict around separation and individuation (Mahler, Pine, & Bergman, 1975) that the client is struggling with. The conflict may well be archaic; it may also be represented in the present, with the therapist.
How Do We Get Through the Crisis?
Twenty-six people have survived jumping off the Golden Gate bridge. All said that the moment they jumped they knew they had made a mistake (Gabbard, 2008) . In a study entitled "Where Are They Now?" Seiden (as cited in Friend, 2003 , p. 13) described following up 515 people who were prevented from attempting suicide at the Golden Gate bridge between 1937 and 1971. After, on average, more than 26 years, 94% of the would-be suicides were either still alive or had died of natural causes. Seiden commented that "the findings confirm previous observations that suicidal behavior is crisis-oriented and acute in nature" and that "if you can get a suicidal person through his crisis" (Seiden put the high-risk period at 90 days) "chances are extremely good that he won't kill himself later" (as cited in Friend, 2003, p. 13) . Lemma (1996) suggested that the more typical picture is that 25% will repeat an attempt to kill themselves within a year, "the risk being heightened within three months (90 days) of the index attempt" (p. 97).
In making a differential diagnosis, therapists need to bear in mind that there are various types of suicide (Clarkin, Yeomans, & Kernberg, 2006) , and the first priority is to establish whether the suicidal ideation is an aspect of a major depressive episode, which may call for medication or hospitalization (p. 311).
A further consideration arises in work with those diagnosed with borderline personality disorder. With such individuals, the clinician may experience the client using suicidal threats to put pressure on the therapist and to exercise power over him or her (Clarkin et al., 2006, p. 311) . It is these feelings of fear and guilt that can lead the therapist to be "open all hours" and to respond to numerous e-mails, texts, and telephone calls, as if there is a crisis, without waiting until the next session to address what is happening. With borderline disordered personalities, threatening suicide is often symptomatic of a chronic condition and part of their characterological structure, one that needs attending to. Having said that, they may still be at high risk of suicide.
When faced with a depressive and suicidal client, the clinician needs to bear in mind that the fantasy and processes I have described here represent a primitive process and level of functioning (Little, 2005) , regardless of whether the client is borderline personality disordered or simply suffering from a major depressive episode.
For the therapist, the difference in working with a client who is at a mature/neurotic level of functioning with a major depression and one who has a borderline personality disorder will probably be in the countertransference. With the former, the therapist may be drawn into the transference drama as the object/other who relaxes his or her vigilance and fails to intervene, whereas with the latter, the countertransference will be more chaotic, with struggles involving projective and introjective identification, splitting, and difficulties at the boundaries between self and other.
I am reminded by a colleague (S. Eusden, personal communication, 14 July 2009) that the lack of vigilance experienced in the countertransference that I have been describing could be extended to include members of a mental health team or psychiatric service who are involved in a borderline personality disordered patient's life and who do not appear to be taking the person seriously because they view him or her as acting out. In these situations the therapist needs to remain alert to the potential for splitting, with the therapist as the good object and the mental health service as the bad object.
The countertransference will, at times, consist of anxiety about whether the client is going to live or die. These feelings will need containing and understanding. The pull may be to panic, become manic, and try and do something before understanding the process. The therapeutic relationship is the place to try to contain the processes and feelings, both the client's and the therapist's. It is important to attempt to understand what these clients are wrestling with and what motivates them to want to destroy themselves. Which ego state wants to kill which ego state and why? The process could begin with the therapist saying something like this: "You seem to be struggling with your feelings right now, and you don't know what else to do other than try and destroy yourself."
For less experienced practitioners, suicidal ideation and suicidal threats can be quite disturbing and frightening. Keeping certain things in mind may enable the therapist to feel safe and guide her or him in how to respond. If we are to engage with this client population-and we do not always have a choice-there are certain things that we can put in place. Again, I am indebted to my colleague for suggesting that I highlight the following list, which may be helpful to less-experienced practitioners in containing a suicidal process.
• Become familiar and knowledgeable about local psychiatric services.
• Obtain regular supervision, with particular attention paid to countertransference responses. It is important to understand and reflect on your own countertransference.
• Discuss these issues and clients with colleagues and read the current literature.
• Find out about telephone services and Web sites for those who are feeling suicidal.
• Develop a reflective practice that enables you to differentiate between the processes involved (i.e., whether they are more mature or primitive processes). (S. Eusden, personal communication, 14 July 2009) If a client is experiencing a crisis, and we are to help him or her get through it, we need to pay attention to the person's fantasies and work through the transference-countertransference matrix as well as the primitive ego state relational units involved. Therapy with a suicidal client needs to include a vigilant exploration of presuicide fantasies and narcissistic withdrawal.
One aspect that may need attention is the client's attempt to punish the therapist by killing himself or herself. We need to access and understand the cruelty involved, which may be expressed through the suicidal ideation. Suicide threats during treatment may be experienced by the therapist as an attack on the therapist's competence and person (Gabbard, 2003, p. 253) . For the therapist, a client's suicide is often experienced as a narcissistic injury. It is as if the client is "thumbing his or her nose" at the therapist (p. 253). As therapists, we may have rescue fantasies and unrealistic expectations of what we can do with clients; this may leave us "particularly vulnerable when working with clients who display self-destructive behaviour" (Lemma, 1996, p. 103) .
One option for the therapist is to work within the transference-countertransference matrix and to draw the self-other ego state relational unit into the therapeutic dyad. This will probably entail the therapist being at some point both the bad object and the idealized object. If relevant, it may also involve the therapist being the object who did not intervene in the original pathological relationship. This may be acted out in the therapeutic dyad, with the therapist relaxing his or her vigilance and leaving the client's self with the bad object in his or her mind.
When suicidal clients have been the victim of childhood trauma and abuse, they "internalize abusive introjects that haunt them throughout their lives" (Gabbard, 2003, p. 253) . When faced with a suicidal client who has a history of abuse, the therapist may feel a pull to demonstrate that he or she is completely different from the internalized abusive object. The therapist may even go to "extraordinary lengths to save the patient from suicide" (p. 253), including becoming overly involved in the client's life. Gabbard describes this process as "disidentification with the aggressor" (p. 252). It usually entails the therapist engaging in a Rescue fantasy in which the therapist tries to distance himself or herself from the internal bad object.
Therapists working with suicidal clients can easily occupy a position wherein they fantasize that they will be "the person who will save this client, and all the client needs is to do is to be in a relationship with me and experience my love." This attitude may result in a variety of complementary games (Berne, 1966) that includes an omnipotent healer/Rescuer and a grateful client/Victim. But we might wonder where the sadistic/Persecutor has gone. As a Rescuer, we may become convinced that our "person" will save this person from himself or herself. To avoid this, the therapist needs to interpret systematically the client's hostility and aggression.
The complementary fantasy of these clients may include the expectation that "they deserve to be compensated for their tragic past by extraordinarily special treatment from the analyst" (Davies & Frawley as cited in Gabbard, 2003, p. 253 ). For such clients, the ordinary therapeutic frame may be experienced as cold, harsh, or sadistic. Therapists may be reluctant to be seen as bad objects. If the therapist is intent on offering to the client a reparative good-object relationship and then finds himself or herself being accused of destructiveness, this often results in intense anxiety for the therapist. Gabbard warns that if we are trying to cleanse the therapeutic dyad of hatred and aggression, we may end up with a blind spot and not see the sadism and aggression in the transferencecountertransference matrix. Not seeing it does not mean it is not there, only that it is not being observed; nevertheless, it resides somewhere.
The therapist needs to hold the therapeutic frame and create a space in which to understand the dynamics, which will involve the projection and introjection of various ego state relational units. The space also needs to support the experience of hate and destructiveness and their symbolization. Gabbard (2003) suggests that the self-discipline we demand of ourselves may be "experienced as a straightjacket from which we long to escape" (p. 258). We may believe that love will be more effective than holding our therapeutic frame.
One of the tasks is to draw the bad object/ Parent into the therapeutic dyad. The client needs a therapist who can contain the object/ Parent and help transform and understand it. Therapists who will not allow themselves to be a bad object/Parent for clients may inadvertently invite them to escalate their efforts to bring hatred and aggression into the therapeutic dyad (Gabbard, 2003, p. 259) . From the perspective of the therapy that I am proposing here, it is the therapist's task to be hated as the bad object/ Parent and to understand that hatred. It is important, as Gabbard states, "not to protectively disavow unpleasant affect states and see them in parental figures (or others) outside the consulting room" (p. 259).
Conclusion
The therapist "should never be cavalier about suicide threats" (Gabbard, 2003, p. 255) . Therapists need to find a way of containing their anxiety and thinking about the "functions and meanings of suicidality to the patient" (p. 255). We need to create a space for thinking and talking about feelings instead of them being acted out. 
Ray Little is a Certified

